Radiographs of the skull were normal. The blood Wassermann and Kahn reactions were negative. A right carotid angiogram (Dr. G. F. Swann) showed a large aneurysm of the anterior communicating artery with good filling on cross-compression (Fig. 2) (July, I965) September, I967 For 3 weeks the patient had noticed pain and blurred vision in the left eye, but thought the sight of the right eye had not changed. Examination revealed optic atrophy in the right fundus with a visual acuity of less than 6/6o (6/9 corrected). The visual acuity in the left eye was also less than 6/6o and could not be improved. Considerable reduction in both visual fields had occurred (Figs 3 and 4) . No further neurological deficit was found. Fixing on finqers on Table) . October, I 968 Visual improvement has continued and in October, I 968, the actlity was 6/5 (corrected) in the left eye and fingers held at 12 in. could be counted with the right eye. The visual field of the left eye had become full and that of the right eye had considerably increased, although there was still a nasal hemianopia (Fig. 7) . The patient's name was removed from the Register of Blind Persons. The atrophic appearance of the right optic disc was unchanged and the right pupillary reactions remained sluggish. 
Discussion
Norlen and Barnum (I953) have estimated that there is a J per cent. incidence of intracranial aneurysm in the general population. Of these, 20 to 25 per cent. affect the anterior communicating artery. Intracranial aneurysms frequently present with headache, subarachnoid haemorrhage, or epilepsy. They may cause sudden or gradual symptoms by compressing the brain stem, cerebral hemispheres, or cranial nerves. Aneurysms of the anterior cerebral or anterior communicating arteries may also cause mental, olfactory, sphincteric, hypothalamic, or endocrine disturbances, although these are unusual (Jefferson, 1937;  Meadows, I95 I). Symptoms due to pressure by an anterior communicating aneurysm on the optic nerves or chiasm are also uncommon. Jefferson (1937) reviewed 66 cases of amblyopia and field defect caused by intracranial aneurysms at various sites and described twelve of his own. Six of his cases showed optic nerve or chiasmal compression although the anterior communicating artery was not the site of the lesion. Each presented with a history similar to that described above, viz. headache, acute diminution in visual acuity, and field defects. Similar cases were described by Dailey, Holloway, Murto, and Schlezinger (I964) and Cullen, Haining, and Crombie (1966) .
It seems clear that direct compression of the optic nerve by the aneurysm is not the sole cause of the loss of vision. Distortion of the optic nerve at the foramen plays an important Blindness dlue to arterial atneurysm part as does interference wvith the blood supply of the proximal optic nerve or the chiasma.
The latter point was brought out by Richardson and Rose (I965) , who described a patient who died from pituitary apoplexy. Symmetrical small haemorrhages were found in the optic nerve at the point where they were crossed by the anterior communicating artery.
The diagilosis is usually confirmed, but not invariably if clotting has occurred, by bilateral carotid arteriography. This procedure may not only confirm the size, shape, and positiorn of the lesion, or show up some other unsuspected vascular anomaly, but it is also of importance, when planning surgery, in determining to what extent each carotid system supplies the aneurysm (Norlen and Barnum, I953) . This is especially important when carotid ligation is contemplated. The Matas test is also of value in this connexion. Plain skull radiography may show erosion of the dorsum sellae or calcification in the wall of the aneurysms. The testing of pituitary function may reveal an unsuspected latent hypopituitarism necessitating corticosteroid cover for operation. In the patient described, symptoms of diabetes insipidus developed after surgery. Anterior lobe function was found to be normal but ideally this should have been assessed preoperatively (Nieman, Landon, and Wynn, I967).
Recently reported series deal primarily with surgery after subarachnoid haemorrhage (Robertson, I949; Rogers, 1949; Elvidge and Feindel, I950; Falconer, 1951; Poppen, 195I; Wechsler, Gross, and Cohen, I951; Bassett, List, and Lemmen, 1952; Black and German, I953; Brackett, 1953; Logue, I956 
